Health care for the poor by Whitcomb, Michael
Health Care 
for the Poor 
IN RECENT MONTHS, a special legisla-
tive panel convened to investigate the prob-
lems of providing health care for the poor in 
Missouri has been holding hearings in dif-
ferent cities across the state. These hearings 
serve a useful purpose by focusing attention 
on the need to develop an effect.ive solution 
to this critical problem. 
However, in considering various op-
tions that might be proposed, it is important 
for all involved to understand that reform of 
Medicaid, the major government program 
providing access for the poor to health care, 
has limited potential to solve this problem 
because of serious flaws in the design of the 
program. 
Medicaid and Medicare were enacted 
into law in I 965 as parts of the same piece of 
legislation. Medicare was designed as a feder-
ally financed program to provide access to 
acute care services for all of the elderly. In 
contrast, the states share with the federal 
government in the financing of Medicaid 
and, based upon principles embodied in pre-
vious welfare legislation, only certain cate-
gories of the poor are eligible for the health 
care benefits of the program. 
For the majority of the poor, eligibility 
for Medicaid benefits is linked to eligibility 
for cash payments under the provisions of 
the AFDC program. Thus, the program pro-
vides benefits preferentially to poor families 
in which one parent is absent. Single indi-
viduals or intact families whose income is 
below the income eligibility level establish-
ed by the states are not eligible for the pro-
gram's benefits. 
DIE INCOME LEVEL determining eligibil-
ity for Medicaid is well below the poverty 
level in most states. Each state is entitled to 
set its own income eligibility level, thus 
there is great variability among the states in 
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the percentage of those below the poverty 
Level who are eligible for the program. As a 
result of the exclusive nature of the provi-
sions of the legislation, less than half of the 
poor or near-poor are eligible to receive 
Medicaid benefits today. 
The inclusion of long-term care services 
as one of the basic benefits of the Medicaid 
program is another major defect in the 
design of the program. As a result of this 
provision, Medicaid has become the primary 
source of funds for the elderly who require 
institutional long-term care. In fact , expend-
itures for long-term care for the elderly 
approximate, in most states, expenditures 
for acute care services provided to the poor. 
BECAUSE MEDICAID is now the major 
source of funds for institutional long-tem1 
care for the elderly, reform of the program to 
improve access for the poor to health care 
is limited by the potential for political con-
flict between advocates for the poor and 
advocates for the elderly. In a sense, govern-
ment financing of acute care services for the 
poor and long-term care services for the el-
derly are in competition for the same source 
of funds with which to expand the benefits 
of the program. 
In my view, equitable access to health 
care for the poor can only be achieved if the 
Medicaid program is dismantled and the fed-
eral government assumes totally this respon-
sibility. Federalization of the program is 
necessary to provide uniform income eligi-
bility levels across the country and to ex-
pand coverage to include all the eligible 
poor, not simply those tl1at fall into prede-
termined categories. 
It makes little sense to create an entirely 
new federal program to meet this pressing 
need. The federal government should simply 
extend the benefits of the Medicare program 
to the poor by making the necessary tech-
nical changes required to accommodate the 
special needs of the poor, non-elderly popu-
lation. 
In order to make it politically feasible to 
dismantle the Medicaid program, it will be 
necessary also to address the issues associ-
ated with providing long-term care services 
for the elderly. Given the relative economic 
status of the elderly as a group, a combi-
nation of private and public initiatives is the 
most appropriate approach to financing long-
term care. 
Coordination of the allocation of all 
available resources-public, private and 
family- to meet the needs of the elderly can 
best be accomplished at the state level. In 
this context, because federalization of health 
care for the poor would relieve the states of 
their current burden of financing acute care 
services for the poor, it would be possible to 
continue to provide the long-term care ser-
vices of current Medicaid beneficiaries and 
other poor elderly without additional local 
or state funds. Thus, the responsibility for 
developing policies governing the organ-
ization, delivery and financing of long-term 
care should be delegated entirely to the 
states. 
HOW TO PROVIDE adequate health care 
for the poor is one of the most critical public 
policy issues facing our society. It is impor-
tant that we recognize the inadequacies in 
the Medicaid program and address the needs 
of the poor in a more fair and equitable 
fashion. We will not achieve this goal until 
we make the commitment to develop a real-
istic, comprehensive solution to the prob-
lem. As a start, we must no longer commit 
the time and energy required to undertake 
piecemeal reform of the existing Medicaid 
program. D 
Medical School Dean is 
Leader in National Issues 
THE NEW DEAN of the University of 
Missouri-Columbia School of Medicine, 
Michael E. Whitcomb, recently received 
national attention from an article that ap-
peared in the prestigious New England 
Journal of Medicine. The Nov. 6 issue 
contained his proposal advocating the 
federal government dismantle Medicaid 
and completely restructure its approach 
in providing health care for the poor and 
long-term care for the elderly. His article 
on the opposite page discusses the 
proposal. 
Whitcomb obtained hands-on expe-
rience in health policy affairs as a Robert 
Wood Johnson fellow in Washington in 
1984 and 1985. He served under Sen. 
Dan Quayle, R-Ind., who ls active on the 
Senate Committee for Labor and Human 
Resources, the country's leading health-
policy maker. 
Whitcomb became dean ofMizzou's 
School of Medicine on June 16, 1986, 
having previously served as assistant vice 
president of health services at The Ohio 
State University. A fellow of the American 
College of Chest Physicians and the Amer-
ican College of Physicians, Whitcomb's 
academic career as a pulmonary disease 
specialist includes stints at the University 
of Hawaii, Georgetown University, Boston 
University and Ohio State. 
Last October, U.S. Secretary ofHealth 
and Human Services Otis R Bowen named 
Whitcomb as one of 10 physicians to a 
newly established Council on Graduate 
Medical Education. He is serving a three-
year term on the panel that is expected to 
make an impact on the number of physi-
cians who graduate from U.S. medical 
schools and the type of practice they 
pursue. The 17-member committee will 
advise B0wen and Congress on the supply 
and distribution of physicians in the 
United States. Initiated by an act of Con-
gress during its 1984-1985 session, the 
council is required to issue a report by 
July 1988 and every three years after that 
until its mandate expires in 1996. 
Whitcomb came to Mizzou after a 
decade of service to Ohio State, the same 
university where he received a BS in 
anatomy in 1961. He received his MD 
degree in 1965 from the University of 
Cincinnati. A medical educator for more 
than 20 years, Whitcomb received the 
Department of Medicine Outstanding 
Teacher Award in 1978 from medical stu-
dents at Ohio State. 
Whitcomb says his goal at Mizzou is 
to build on the school's strengths through 
his influence on teaching, education and 
research. ''When I leave this job," he says, 
"I want people to recognize this school is 
a better medical school." 
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